STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: J. Quinabo ARCH #1 CHAPTER 100.1

Address: Inspection Date: January 28, 2020 Annual
1553 Kaweloka Street, Pearl City, Hawaii 96782

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN Om
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
WITHOUT YOUR RESPONSE.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(2)

All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually,
to certify that they are free of infectious diseases.

FINDINGS
Substitute Care Giver (SCG) #1 — No documented evidence
of an annual physical examination.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Mo correchon posaible -

S 41 no longer work
for (uinabo EARCHH 1
Since  Feb. 2019,

s




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(a)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type [ ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Substitute Care Giver (SCG) #1 — No documented evidence
of an annual physical examination.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

) Creafed o check i,

2) | will use This check lisy
fo remind all (arecivexs
or annual P.E.

& | will remone ofd forms
folet Fom workers wo
ho longer wert 1] The ARCH
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(b)

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
SCG #1 ~ No documented evidence of an annual
tuberculosis clearance.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

No  Corfachion  possible
SCa#1 no \?@S, work,
fv Buinabe  #ARcH # 1

e Feb. 2019
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(b)
All individuals who either reside or provide care or services FUTURE PLAN

to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
SCG #1 ~ No documented evidence of an annual
tuberculosis clearance.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

) Crealed a checkli®

&) | will ue Twis check list
fo remind ayl careqivers
+r annual 1equirenen i
Inchuging T8 Hecom e,

&) ( will Temovo oid forms
wa lec! wweS workers w#o
no 5@9 work (nthe 4Ry,
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(e)3)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;

FINDINGS
SCG #1 — No current first aid certification.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

No correction possrble

SCa#! no S@nﬁ work.
for Luinabe EARCH 4 1
Cnee Feb 2019




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(©)(3)
The substitute care giver who provides coverage for a period FUTURE PLAN

less than four hours shall:
Be currently certified in first aid;

FINDINGS
SCG #1 — No current first aid certification.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

1) Created a checklist
2) 1 will use mis checklist
o renting - adl careqivers
by annued  repudrements
inCludiney Fi1s1 giel reerfyfy
& | will m%@ remove, old
qﬁ&&\ +From workers whp
o \3@“\ wWerk in The ARCYH.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements.
(H(1)

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCG #1 — No current CPR certification.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Ao correchon possibly

Sca#l no \9@9\. wWorks
Y Buinabo ARG+ 1
st feb. 2019

1 /30 \&o




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART?2
(O
The substitute care giver who provides coverage for a period FUTURE PLAN

greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS
SCG #1 — No current CPR certification.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

1) Crectded a checklis/

2)1 wil uSe is checklist
o remind ail Caregivers
for annual requirements

Including R feerhhetig.

9) | will also emow Jd forms
Pled fom workes whs no
[ogor work in 7he AR

)




RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-10 Admission policies. (g)
An inventory of all personal items brought into the Type I
ARCH by the resident shall be maintained.

FINDINGS
Resident #1 — No inventory of resident’s possessions.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

") wiefully inspected angl
labelec! ail resiclends
Os6E35/01S -
.Q ecortled] all possessions

01 e Kisicents Vol luab]
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-10 Admission policies. (g) PART 2
An inventory of all personal items brought into the Type 1
ARCH by the resident shall be maintained. FUTURE PLAN

FINDINGS
Resident #1 — No inventory of resident’s possessions.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

On the day ©f admission , 1 will:

') (reful) 1nspec! and (375
all aaM,\nia fesscasions

2) Record al! Pozecssions pn
Risidents Valuatte Kicord.

&) feep record on fatient s

130k

char?.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — Per resident’s medication administration
record (MAR), there was an order to discontinue Melatonin
on 5/30/2019; however, there’s no documented evidence to
verify this order.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

A Called cloctors office and
Verified Orcler o dicconfiuge
Melafonin .

2) Telphone Orcder  was writen clo
en Psician Noks.

8) faxed Physician Noks #
docfors oftre o Ggnature.

&) Frbd docwmerr o \%&w:q& chy
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered FUTURE PLAN

by a physician or APRN.

FINDINGS

Resident #1 — Per resident’s medication administration
record (MAR), there was an order to discontinue Melatonin
on 5/30/2019; however, there’s no documented evidence to
verify this order.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

i) 1 will clary witn PP ail
muclicahens ercered upon
admission of cliewt fo CH.

2) Documend on FPhyScian Motk

8) Howew MD Q@ ysician Nes

on nert dectord appo Intmer

\\,wb\&w
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-15 Medications. (e)

All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 — 5/30/2019 physician’s order for Tylenol
states, “650 mg, 1 tab orally three times per day.” However,
the June MAR states, “Tylenol 650 mg, 1 tab orally three
times per day as needed for pain.” The physician’s order did
not state “as needed.”

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.

14




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (e) PART?2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered FUTURE PLAN

by a physician or APRN.

FINDINGS

Resident #1 — 5/30/2019 physician’s order for Tylenol
states, “650 mg, 1 tab orally three times per day.” However,
the June MAR states, “Tylenol 650 mg, 1 tab orally three
times per day as needed for pain.” The physician’s order did
not state “as needed.”

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT

IT DOESN’T HAPPEN AGAIN?

Facnh +ime | will make,

m monthhy MAR  secord,

I will re-check px on

recend medication orcers.

I J20/20
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RULES (CRITERIA) -

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (a)(4)

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the
licensee or primary care giver for the department’s review:

A report of a recent medical examination and current
diagnosis taken within the preceding twelve months and
report of an examination for tuberculosis. The examination
for tuberculosis shall follow current departmental policies;

FINDINGS
Resident #1 — No annual tuberculosis clearance.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

_w\ verified again the annual

%63 The \rllas.

2) | prinkd the T cleare o

\\m@\&o
h
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date

§11-100.1-17 Records and reports. (a)(4) PART 2

The licensee or primary care giver shall maintain individual

records for each resident. On admission, readmission, or FUTURE PLAN

transfer of a resident there shall be made available by the

licensee or primary care giver for the department’s review:

USE THIS SPACE TO EXPLAIN YOUR FUTURE

A report of a recent medical examination and current PLAN: WHAT WILL YOU DO TO ENSURE THAT

diagnosis taken within the preceding twelve months and IT DOESN’T HAPPEN AGAIN? 6 \\

report of an examination for tuberculosis. The examination : 1/ 1190

for tuberculosis shall follow current departmental policies; for %\o&\ (4 QQ\S&UQ\ on 1 / k\\\ \ : o&

FINDINGS
Resident #1 — No annual tuberculosis clearance.

1) Gather all nees>an] documer
regquind for admission fo 19c

Care home.
%) Give copy of checklist for
admiss ren fo Svcal Worker:

&v Aevicw witn Socrl worker i
AP \302\&\. .

n\v Sef gcheatule &F admission

8) Recheck. forms e docysmenh
If They are (oapjciet acal aw,ws
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — Monthly progress notes do not include
observations of the resident’s response to diet or
medications.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU

CORRECTED THE DEFICIENCY

T mady a late ¢y, @
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:
FUTURE PLAN

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the
resident's response to medication, treatments, diet, care plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident occurs;

FINDINGS

Resident #1 — Monthly progress notes do not include
observations of the resident’s response to diet or
medications.

USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN:

Noks Form OHENARCY 22, 1 fo7 4

WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

| will be gw\@ e Proarss

mentnkl  charting.

1/20/20
v m/

wiien
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-83 Personnel and staffing requirements. (5)
In addition to the requirements in subchapter 2 and 3:

Primary and substitute care givers shall have documented
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent
to the management of an expanded ARCH and care of
expanded ARCH residents.

FINDINGS
SCG #1 — 0/12 continuing education hours completed.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

No corrnction poserbk .
Scas1 ne longer work
Hfor Quinalp EARCY # 1
Sine  Feb-20m

1/20/20
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RULES (CRITERIA) PLAN OF CORRECTION Completion

Date
§11-100.1-83 Personnel and staffing requirements. (5) PART 2
In addition to the requirements in subchapter 2 and 3:
Primary and substitute care givers shall have documented FUTURE PLAN
evidence of successful completion of twelve hours of
continuing education courses per year on subjects pertinent USE THIS SPACE TO EXPLAIN YOUR FUTURE
to the management of an expanded ARCH and care of PLAN: WHAT WILL YOU DO TO ENSURE THAT
owi:n_oa ARCH residents. M‘H Uommzv,ﬁ m>~v~vuwz >n>~2¢
FINDINGS
SCG #1 - 0/12 continuing education hours completed. [ %) / \\ remove o \O\ E&@\ \ \WO \ .N >

forms \.@S workers Who
no lorger wort in The ARCEH .
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-86 Fire safety. (a)}(4)

A Type I expanded ARCH shall be in compliance with
existing fire safety standards for a Type 1 ARCH, as
provided in section 11-100.1-23(b), and the following;

Hard wired smoke detectors shall be approved by a
nationally recognized testing laboratory and all shall be
tested at least monthly to assure working order;

FINDINGS

Smoke detectors not tested monthly to assure working order.

PART 1

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Smioke detfefors has beer

fesfecl monthky by prissing s b

Lompose! a new form  Thal
Sfats so, and wrll use thad

form fo docament monthaly
*&m&@ @\ omlse &m\wwh\w\u

120 fao
fon.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-86 Fire safety. (a)(4) PART 2
A Type I expanded ARCH shall be in compliance with
existing fire safety standards for a Type I ARCH, as FUTURE PLAN

provided in section 11-100.1-23(b), and the following:

Hard wired smoke detectors shall be approved by a
nationally recognized testing laboratory and all shall be
tested at least monthly to assure working order;

FINDINGS
Smoke detectors not tested monthly to assure working order.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

r) Composed a form vt sfits
Smehe defeclrs are achiafec
monthk, and fer je becer;
use! undil now.

.wv Schedulea every 679 of eacti
montn +fo fasf sméke
dlefcfors .

\\%\%
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Licensee’s/Administrator’s Signature: §

Print Name; &E@\ Q @Q\\K\%O

Date: &\\Q\hg

T
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